This is the second of two papers reporting evidence from a programme of research that focused on how health visiting works, including service user and workforce perspectives.
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Background
The English Health Visitor Implementation Plan (HVIP) (Department of Health 2011) spearheaded a four-year programme of development and increase in the size of the workforce in England. The programme introduced a new service model which emphasised the principles of universality and a way of achieving improved equity in health service delivery for families with young children. Since it ended, national health policy changes resulted in shifting the responsibility for commissioning universal child health services, from the National Health Service to local authority public health and well-being boards. This also coincided with significant funding constraints and a sharp reduction in the public health budget. Therefore, some commissioners have reduced funding for health visiting services, sometimes identifying a particular, and limited, range of services for health visiting provision, or by substituting alternative staff to carry out key contacts. Curtailing the service in this way carries the risk of eroding the features that are necessary for health visiting to be successful in its aims and purpose. This paper is the second of two that aim to describe the essential features of a successful health visiting service, drawing on a programme of research commissioned as part of the HVIP (Department of Health 2011). As in the first paper (under review), we note that research information about what contributes to the success of health visiting services, taken together with professional and organizational expertise, can show how likely it is that the overall provision will succeed in its particular public health aims. We describe this as being 'successful,' rather than using the term 'effective,' which is closely implicated with specific forms of research.
Health visitors are qualified health professionals who provide a public health service focused primarily upon pre-school children and their families and, where commissioned, will reach out to other vulnerable groups such as asylum seekers or homeless populations. Health visitors draw on a wide range of evidence for the services they provide. In England, they lead delivery of the Healthy Child Programme (HCP) (Department of Health 2009), which is underpinned by evidence of what works to promote and improve the health and wellbeing of children aged up to five years old (Barlow et al 2008 , Axford et al 2015 . There is a swathe of NICE guidance documents that summarise key evidence for health improvement in this age as well, which were summarised in the first paper (under review) . Both these sources of evidence will be discussed further below.
There are also trials of specific aspects of health visiting. As examples, Morrell et al.'s (2009) cluster trial demonstrated that health visitors with additional training can effectively identify and treat post-natal depression, even preventing it in some cases (Brugha et al 2011) . Health visitors trained in the Family Partnership Model (FPM), a UKdeveloped relationship-based approach to working with parents (Davis and Day 2010) , were evaluated using antenatal and post-natal promotional guides (Day et al 2014) .
This partnership approach led to improvements in mother-child interactions and better identification of health needs , Puura et al 2005 . A randomized controlled trial (RCT) of monthly home visiting by health visitors demonstrated more relaxed mothering and confidence in services, leading to their better use (Wiggins et al 2005) . Such studies show that health visitors can make a difference, if they have appropriate skills and capacity to identify which families need additional support, then to deliver appropriate help or refer to other services as needed.
The first of our two papers explained that health visiting services need to be based upon a principle of universality (under review) . This ensures that all families receive a basic minimum provision and offers a mechanism through which services can be tailored and targeted according to need -described by Marmot (2010) as 'proportionate universalism' -which is essential for tackling inequalities. The 4-5-6 model of service delivery identified through the Health Visitor Implementation Plan specifies four levels (community, universal, universal plus and universal partnership plus), and mandates five health reviews, which are intended to lead to six 'high impact' outcomes (Public Health England 2016) . Different service models pertain to Scotland (Scottish Government, 2015) , Wales (Welsh Government, 2016) and Northern Ireland (Department of Health Social Services and Public Safety, 2010), which specify more frequent core contacts, to be delivered by qualified health visitors rather than a mixed team.
The programme of research
This paper draws upon a programme of health visiting research that encompassed three studies, summarised in Box 1. Each of the three studies incorporated recommendations for service, education, policy and research, based upon the findings. An analysis of these recommendations revealed some themes that recurred across all three studies, demonstrating key elements that help to make health visiting more or less successful in enabling health gains for pregnant women, pre-school children and their families. These themes form the basis for recommended principles that should underpin the organisation of health visiting services.
Place Box 1 near here
The first of these organisational principles concerned the importance of universality as the fundamental basis for all health visiting services, which was explained in the earlier paper (under review). This second paper will explain three further principles that should underpin the organisation of health visiting services. These are:
1. Relationships are at the core of all health visiting provision.
2. Continuity and co-ordination are essential elements of team working.
3. Professional autonomy is a necessary requirement, which enables health visitors to provide a flexible service, tailored to individual need.
For this paper, we also examined evidence of what works to promote child and family health from relevant NICE guidelines and the rapid review to update evidence for the Healthy Child Programme (Axford et al 2015) . Our research findings were consistent with recurring messages from these sources, as summarised in Box 2.
Place Box 2 near here
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The paper will explain how these recommended principles and research-based messages underpin the organisation of evidence-based health visiting provision. The extent to which they are implemented will help or hinder the delivery of a successful health visiting service.
The service journey
Some important, recurring concepts identified in the literature review were analysed and used to formulate a tentative explanation for how the health visiting service promotes and enables family health, which we named 'the service journey.' This service journey begins for the new or expectant parent when the health visitor seeks them out, rather than responding to a referral or request, as happens with most other health and social care provision. The process of developing a trusting relationship between parent(s) and health visitor starts at this first contact, then varies in intensity according to need and the age of the infant. This relationship is the main vehicle driving the service journey, with parents concurrently developing their own confidence and knowledge of parenting and their developing child, as they learn to make best use the services.
The health visiting service is both proactive and, in most instances, unfamiliar to new parents, particularly for their first baby. However, the service can only be effective if it is delivered to those who need it, in a way that is proportionate and appropriate to their needs (see Cowley et al 2015, Cowley et al, under review) . As a result, health visitor activities need to operate in a way that enables parents to understand and avail themselves of the provision.
Relationships
Relationship formation is at the core of effective health visiting and helps to facilitate health improvement and resilience. There is wide agreement across the literature about the importance of relationships. For example, Axford et al (2015) indicate that developing and sustaining relationships is essential to health promotion for the most vulnerable children, who often live in families with a history of non-engagement with health and social care. Relationship formation is one of three core health visiting practices revealed in our literature review, along with home visiting and needs assessment. All three practices appeared interdependent, with each study about one also describing the other two, to give effect to the practice of primary interest. To illustrate, Bryans' (2005) study about home visiting described how this practice helped health visitors to achieve needs assessments and develop a trusting relationship with parents. Similarly, Appleton and Cowley (1998a, b) described the centrality of a relationship and home visits in assessing health needs. The programme of research offered many examples of health visitors using finely honed skills and sensitivity to deliver clearly purposeful and effective practice, meeting needs as they arise , 2015 . Where the skills, time or continuity were missing, trusting relationships could not be developed and services were experienced as inadequate (Bidmead 2013 ).
Ideally, each contact forms part of a framework through which the whole service is delivered, with the parent/health visitor relationship as the mediating process for the 'service journey' upon which parents embark when pregnant or soon after the birth of their baby. It begins, usually, with an unsolicited, universal contact from the health visitor and ends when responsibility for the child is passed to school health services.
Between those two points, the use of services varies in intensity and should, ideally, enable parents to confidently navigate their way through available provision, with appropriate support from a known and trusted health visitor. One mother in the service user study , who had experienced a particularly difficult delivery, The process of being given time and listened to in a non-judgemental way helps parents develop confidence and trust, so they can ask questions and seek information or reassurance when needed, for example: Health visitors cited the relationship they had with parents as a key source of satisfaction in their role, as they believed it helped them to 'make a difference' to the lives of children and families (Whittaker et al 2017) . Bidmead (2013) identified practical aspects of service provision, such as having one health visitor over a period of time and receiving visits at home, as contributing to a successful relationship. Service users also identified the importance of being enabled to make use of local provision, such as community activities and children's centres, in fostering confidence and parental autonomy , particularly when services were well coordinated and they felt known and supported by their health visitor.
Continuity and co-ordination
Our literature search for evidence about different forms of skill mix and team working yielded very limited information, so our service user study focused particularly upon identifying which forms of service organisation parents found most helpful. At the outset, we noted that the terminology of 'health visiting team' is used in a variety of ways. Houston and Clifton (2001) At times, this literature points to concerns about the potential fragmentation of services, but parents do not inevitably experience such problems, as indicated in this discussion from the service user study (Donetto et Parents expressed satisfaction with the service when they felt they were 'known' and health visitors acted as co-ordinators of different parts of service provision. That is, when the health visitor knew and understood an individual parent or family situation, meaning they could plan personalised service offers that accounted for their strengths and challenges, to ensure access to provision in the most straightforward way possible.
This often involved more than just directing or signposting, as this mother explained: Collaboration with children's centre services was welcomed, where available, and team working appears acceptable to parents, as long as they experience some relational continuity with the health visitor and/or team member, and the provision is coordinated in a way that seems straightforward and easy to navigate as parents make their way on their particular 'service journey.' The enduring consequence of an effective relationship formed over earlier, repeated contact is that parents learn how the services operate and that, if new difficulties arise, they can initiate contact with a trusted professional and request help Maben 2015, Hanafin and Cowley, 2006; Pearson, 1991) .
There is a lack of evaluative research about the different approaches to team working and skill mix, so we enquired about this, specifically, in the service users' study Donetto and Maben 2015) . The parents we spoke to wanted co-ordinated and coherent services, which increased their trust in services and their use of service provision. They wanted both home visiting and child health clinics, which each facilitate effective delivery of health visiting services and the Healthy Child Programme in different ways. Continuity is essential for health visitors to act as co-ordinators for different parts of service provision and for parents to feel 'known.' Knowing the individual family's strengths and difficulties means the health visitor is in a better position to personalise the service and help them to access services that capitalise on their strengths and minimise the challenges. Parents want someone who can help them navigate the system in this way, to make service use as straightforward as possible Donetto and Maben 2015) .
Autonomy and flexibility
Health visitors need the knowledge and ability to personalise service provision to demonstrate to parents that their situation is understood: in turn, this requires a set of skills and the autonomy to work flexibly according to a family's particular needs. This mother described the way one health visitor tuned in to her needs very rapidly, then arranged for her to have the necessary additional provision: This example shows the extent to which in-depth and complex health needs assessment are central to the work of the health visitor and getting it right for families. Such assessments are predicated on autonomous decision making based on high-level professional knowledge and judgement. Parents appreciate health visitors' ability to know and understand the family's situation, personalising service provision according to their needs and strengths. This helps parents to feel able to trust the health visitor, which is central to relationship-building, and can form a basis for parents to develop their own, autonomous decision making (Bidmead 2013, Donetto and .
Health visitors aim to boost parents' confidence through reassurance and helping them get to know each other, in order to promote parental autonomy. This health visitor explained how they sought to promote child development and ensure that parents had access to services:
[HV3] The whole way of interacting, [.... 
...], there is a lot of intensive contact up to a year but all the time I am working towards making sure the mother is becoming independent, autonomous and then you find that they move away so
that relationship that friendliness is there but they see you less and less, moving away more and more...
From the perspective of health visitors, building both relationships and parental confidence worked best when services were organised to support them in flexibly using their professional skills in the way that seems right for the particular families. These two health visitors explained how, in a focus group for the 'start and stay' study (Whittaker et al 2017) : Universal provision offers a mechanism for identifying and targeting current needs and public health imperatives. Promoting preferred messages about, for example, breast feeding, smoking, vaccination and healthy eating all require a sensitivity and skill, particularly when working with parents whose views differ from official recommendations. Health visitors need to carefully balance the delivery of such public health information with a consideration of parental needs and wishes, which may give rise to tensions in practice. Coping with the ethical and practical tensions that arise from contradictory expectations was the subject of some earlier health visiting literature (Dingwall, 1982; Dingwall & Robinson, 1990; Twinn, 1991) , with more recent debates about 'disciplinary power' (Peckover 2002 ) and using health visitors as agents of state control (Greenway et al, 2008) .
To deal with these tensions, health visitors need the ability and autonomy to shift their focus to from one family member to another within a contact, or to vary it according to emerging needs or interest from the parent (Cowley 1991) . This, along with a determinedly non-judgemental stance, helps health visitors to better navigate any choppy waters between respecting privacy and individuality for each family, whilst also meeting the public health goals that underpin service specifications. Having the autonomy and flexibility to hone in on previously unidentified or hidden needs, perhaps whilst undertaking apparently routine activities, helps to jointly accommodate service users' perspectives and meet the public health expectations of service commissioners.
Conclusion
Pregnancy and the early weeks and years of life have been conclusively shown to be central to later health and well-being (Black et al 2017 , Center on the Developing Child 2016 . This period of early child development affects each child and family, and ultimately the whole community, as differences in individual life chances aggregate to create health inequalities across society (Marmot 2010) . There is clear evidence that the return on investment in these early years far outweighs the benefits of later interventions (Heckman 2007) . However, investments need to take account of what is known to work in improving outcomes in this early life stage.
Our programme of research revealed the key elements of a health visiting service that enables health gains for pregnant women, pre-school children and their families. These themes form the basis for inter-connected, recommended principles that should underpin the organisation of health visiting services. The first paper explained why and how universality needed to be the fundamental basis for all health visiting services (Cowley et al under review) , with 'proportionate universalism' as a mechanism for reducing health inequalities. In this paper, we have explained the term 'the service journey,' which illustrates how parents can be enabled to understand provision and navigate their own way. Achieving this is closely linked to relationships, which are at the core of all health visiting provision, and services need to be organised in ways that enable them to be developed and maintained. Also, continuity and co-ordination are essential elements of team working, but there is little evidence to demonstrate the effectiveness, or not, of skill mix or staff substitution. Finally, professional autonomy is a necessary requirement, which enables health visitors to use their skills and knowledge of families to provide a flexible service, personalised to individual need. These skills and abilities, identified through our programme of research, are summarised in Box 3.
Place Box 3 near here
Health visitors are motivated by the opportunity to make a real difference to the lives of the families with whom they work (Whittaker et al 2017) . They are employed to implement evidence-based programmes, such as the Healthy Child Programme (Department of Health 2009), which is underpinned by a raft of reviews (e.g., Barlow et al 2008 , Axford et al 2015 and NICE guidance (see Box 2). The evidence summarised in Boxes 2 and 3, together with the aspects described in these two papers provide good evidence that health visitors can be effective at improving the mental and physical 16 health of infants and their families. However, the extent to which this evidence is translated into successful provision depends on whether services are commissioned and organised in a way that enables health visitors to make best use of their knowledge, assessment ability and relational skills in applying research. Using a three-pronged search strategy, we screened over 3000 papers, seeking UK research that gave details of health visitors' practice. This elicited 348 papers through: 
Message
The formation of sustainable trusting relationships between health providers and families underpins effective service delivery, intentional working with families and better use of health promotion messages (Axford et al 2015) .
How this can be addressed
There should be continuity in the service (Axford et al 2015) The work of the health visitor Health visitors should provide a universal service for children under five years (NICE, PH40) Successful healthcare provision varies in intensity over time and responds to varying family circumstances and needs over time (Axford et al 2015) .
Health care providers must have the opportunity for in depth health needs assessment and the opportunities, knowledge and skills to identify and respond when family circumstances change (Axford et al 2015) .
Promoting child social, emotional and cognitive wellbeing: recommends that health visitors or midwives should offer a series of intensive home visits by an appropriately trained nurse to parents assessed to be in need of additional support (NICE, PH40).
Many families, especially the most vulnerable, may not be aware of the extent of their own or their children's health needs or of the services which could help them (Axford et al 2015) .
Health workers need to have access to all families and to be skilled in giving health information in a way which is meaningful and acceptable to families (Axford et al 2015) .
Health workers should offer outreach services to vulnerable families to promote child social, emotional and cognitive wellbeing (NICE, PH40) Making health changes is difficult and often only partially successful. Families need workers who can help them build resilience (Axford et al 2015) .
Health workers need to work within a system which builds their resilience so that they can support resilience in families. Clinical supervision can help to prevent 'burnout' in health workers (Axford et al 2015) .
Models of clinical supervision and safeguarding supervision are well developed in health visiting and the importance of professional reflection and peer review of caseload working is well established.
Box 3: Messages identified in all three studies about what contributes to successful health visiting i)
Health visitors focus on health rather than illness (their work is salutogenic);
ii)
In-depth and complex health needs assessment are central to the work of the health visitor.
Complex health needs assessments are predicated on autonomous decision making based on a high level of professional knowledge and judgement;
iii) Relationship formation is at the core of effective health visiting and helps to facilitate health improvement and resilience;
iv)
For families, a good relationship is one in which they are really 'known' by the health visitor for their individual strengths and challenges and when the health visitors recognise these in the help offered;
v)
Families want co-ordinated and coherent services; coherent and co-ordinated services increase families' trust in services and their concordance with service provision;
vi)
Home visiting and working in child health clinics facilitate delivery of health visiting services and the Healthy Child Programme; both are valued by parents
vii)
Health visitors are motivated by the opportunity to make a real difference to the lives of the families with whom they work
